The secretion and biological activity of thyroid stimulating hormone (TSH) 
adenoma). Thyroid function was assessed by serum thyroxine (T4), serum triiodothyronine (T3), and thyroxine-binding globulin (TBG) concentration. Serum TSH was measured before and after injection of TSH releasing hormone (TRH), and in 19 hypophysectomized patients the T3 response after TRH was measured. In addition a TRH test was performed 1\ p=n-\ 2 weeks after surgery in 11 patients.
The basal serum TSH did not differ from euthyroid control values in any of the groups and no late effect of hypophysectomy was observed. Subnormal peak TSH values were seen in 10 out of 37 euthyroid patients, whereas 9 out of 11 hypothyroid patients responded normally. Hypophysectomy caused an immediate but transient decrease in peak TSH in patients with a chromophobe adenoma only. The rise in serum T3 after TRH was significantly lower in hypophysectomized patients than in controls. An increase in TSH was followed by a T3 response in all patients except in 4 out of 8 euthyroid acromegalics. In patients operated on for a chromophobe adenoma the T3 response was correlated with serum T4, whereas this was not the case in acromegalics. 
terms of //U human thyrotrophin Research Standard A supplied by the Medical Re¬ search Council, Mill Hill. England. The detection limit is 0.2 /rU/ml. The inter-assay coefficient of variation is 16°/o for concentrations 2.5-10 <(U/ml, 6 "la for 10-25 fAAIml and 25 "la for concentrations below 2.5 and above 25 /iU/ml. Euthyroid basal TSH is < 3.5 ,i,U/ml and TSH 20-30 min after injection of TRH 3. In the patients hypophysectomized because of a chromophobe adenoma a significant correlation was found between thyroid function (serum T4) and A T3 (Fig. 3) . This was not the case in the acromegalics.
Adverse reactions
Normal subjects and patients with a chromophobe adenoma reacted to the injection of TRH with no or only minor symptoms, whereas the acromegalics almost invariably developed severe nausea, and in several cases fainting occurred immediately after the injection. In one patient with no previous history of epilepsy the injection precipitated seizures.
DISCUSSION
The TSH responses to TRH were not correlated to thyroid function, either before or after hypophysectomy. It is particularly noteworthy that some pa¬ tients with definitely subnormal serum thyroxine (and clinically unequivocal hypothyroidism) had a normal response to TRH. These findings agree with other reports (Faglia et al. 1973; Patel 8c Burger 1973; McLaren et al. 1974) and demonstrate that measurement of the TSH response to TRH is of limited diagnostic value in hypothalamic-pituitary disorders. The results do not sup-port the conclusions by Patel 8c Burger (1973) who found that most patients with pituitary hypothyroidism had an elevated basal TSH concentration.
In this study TSH has only been measured at 0, 20 and 30 min, and thus it is not possible to comment on the occurrence of "delayed responses" as de¬ scribed by others and thought to be characteristic of hypothalamic involve¬ ment (Faglia et al. 1973; Shenkman et al. 1972; Snyder et al. 1974 ). We feel, however, that considerable caution should be taken in attempting to distin¬ guish between hypothalamic and pituitary dysfunction in patients with sellar and supra-sellar tumours.
Hall et al. (1972) and Lamberg et al. (1976) found that in a considerable proportion of acromegalics TSH did not respond to TRH although they were judged to be euthyroid. In other studies acromegalic subjects were found to respond normally (Schalch et al. 1972; McLaren et al. 1974 ). The present study supports the conclusion of Hall et al. (1972) 
